
Elite Donors 

17853 Santiago Blvd., #107-332                                                                             
 
           Telephone (877) 293-8708
Villa Park, CA 92867                                                                                                                         Facsimile (714) 882-7912
AUTHORIZATION FOR RELEASE OF INFORMATION AND CONSENT TO ENTER INTO EGG DONOR SELECTION PROCESS
Full Name












Maiden Name 



U.S. Citizen 


 Birth Date 



Address 













City 





State


Zip Code




Home Phone 


Cell Phone 


 Email 






I prefer to be contacted as follows:











By my initials and signature below I acknowledge that I am willingly entering into the egg donor selection process and: 

_____  
I am aware of the medical and psychological risks associated with egg donation. 
(initial here)
_____ 

I understand that Elite Donors will forward my profile (without my last name) and any (initial here)
photographs submitted to the intended parents via any medium they determine 


appropriate. 


_____ 

I understand that Elite Donors, the intended parents and other professionals will rely (initial here)
upon the information contained in my Personal Profile and I agree to answer each 


question completely and truthfully. 


_____ 

I understand that Elite Donors does not and will not provide information or advice on (initial here)
the legal, medical, genetic or psychological risks of egg donation. 

_____ 

I understand that I am solely responsible to obtain professional advice on the risks 

(initial here)
involved in the egg donation process. 


_____ 

I agree to release Elite Donors and hold it harmless from any and all 


(initial here)
responsibility or liability with respect to any and all risks associated with the legal, 

medical, genetic, and/or psychological aspects of the egg donation process.


_____ 

I acknowledge that I have read and understand the above disclosure mandated by the 
(initial here) 
State of California.


A PHOTOSTATIC OR FACSIMILE COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL. 

Date:____________


Signature:______________________________

AUTHORIZATION


I hereby authorize Michelle White and Elite Donors to obtain the following information and records and to release a copy of the same to:  the Intended Parent(s), Attorney, Physician and Psychologist, or their authorized representative(s).

Information/Type of Records Requested:  



Completed Personal Profile, completed Supplemental Questionnaire, any and all 


photographs, psychological and/or medical test results, and other test information I have 

provided.

For the Following Dates:  Any such information or records completed or originating within one (1) year from the date of signing.

This information is requested for the purposes of evaluation of a legal matter.

This authorization expires one year (1) from the date of signing. 


I have read the above and also have been advised of my right to receive a true copy of this authorization. Further, I understand the contents of this written authorization in its entirety and have asked questions about anything that was not clear to me, and am satisfied with the answers I have received. 


I further acknowledge that I understand my right to revoke this authorization by presenting written notice to Michelle White and Elite Donors.  I also understand that if Michelle White and Elite Donors has already served the authorization to the entity (entities) listed above, Michelle White and Elite Donors has the right to dishonor my request to revoke the authorization. 


It should be further noted that the information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient. 

A PHOTOSTATIC OR FACSIMILE COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL. 

Date:____________


Signature:______________________________
FUTHERMORE, 

I specifically authorize the release of information pertaining to drug and alcohol abuse diagnosis or treatment (42 C.F.R. §§ 2.34 and 2.35), to mental diagnosis or treatment (Welfare and Institutions Code §§ 5328 et seq.), to HIV/AIDS testing information (Health and Safety Code § 120980 (g)), and to genetic testing information (Health and Safety Code § 124980 (j)). I understand that such information cannot be released without my specific consent. I further understand that these records will be released under the same terms and conditions as set forth above. 

Date:____________


Signature:______________________________
Egg donation involves a screening process. Not all potential egg donors are selected. Not all selected egg donors receive the monetary amounts or compensation advertised. As with any medical procedure, there may be risks associated with human egg donation. Before an egg donor agrees to begin the egg donation process, and signs a legally binding contract, she is required to receive specific information on the known risks of egg donation.  Consultation with your doctor prior to entering into a donor contract is advised.









